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To the Editor: The history of Malawi’s only medical school, the
College of Medicine of the University of Malawi, has been
described elsewhere.1-3 The  purpose of its establishment was to
produce medical doctors to meet the health care needs of
Malawi and the southern African region. To date, the medical
school has accepted students from Lesotho, Zimbabwe, Nigeria
and Malawi. The doctor/patient ratio in Malawi is 1:46 000.
Most of the clinical consultation is done by clinical officers and
medical assistants. 
The entry requirements for medical training in Malawi are: at
least six O-level credit passes including English and mathe-
matics, and three A-level passes with a grade of at least a C in
chemistry and biology and in any science subject(s), e.g.
physics and mathematics. Normally, passes in chemistry and
biology at A-level are compulsory, and English and
mathematics, if not offered at A-level, must have been passed
at O-level.  Alternatively, the student must have at least six
Malawi school certificate of education credit passes including
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To the Editor: The levonorgestrel-releasing intra-uterine
system (Mirena) has been available internationally for the last
16 years,1 and in South Africa for the last 6 years.  An audit of
local experience with the device in private practice2  has
confirmed the excellent results with regard to contraception
and menorrhagia; it has certainly had a positive impact on
many aspects of gynaecological practice.  The device costs R1
744.50 at present, and therefore unlike other methods of
contraception, from a financial point of view patients have to
think carefully  before removing the system.  I have audited the
Mirena insertions and removals in my private practice over the
last 6 years.  A total of 423 devices have been inserted, with 39
devices removed.  It is interesting to note that the removal rate
of 9% correlates fairly closely with the percentage of patients
found to be unhappy with the device in previous papers.3 Most
patients gave more than one reason for wanting the system
removed and these are tabulated below (Table I).
This audit of a solo clinical practice confirms the excellent
compliance that patients have with the levonorgestrel intra-
uterine system.  In contrast with oral contraceptives where 
40 - 60% of first time users discontinue their pill in the first
year,4 less than 9% of patients removed the device over a 5-year
period.  It must also be highlighted that 8 devices were
removed in order to plan a further pregnancy and 5 were
removed for re-insertion; furthermore it is possible that some
women may have had the IUCD removed elsewhere.  An audit
done by Schering (SA) revealed a 78% continuation rate over 5
years (second segment 1988 audit, Schering (SA) — personal
communication).  This discrepancy may be explained by the
enthusiasm of the various clinicians with regard to the post-
insertion education, support and follow-up.  None of the
dissatisfied patients who had the IUCD removed have opted
for re-insertion. Several of the reasons noted for removal such
as acne, mastalgia, ovarian cysts and dysfunctional bleeding
are progestogenic effects that are often self-limiting.  These
conditions can be individually treated with modalities such as
antibiotics and oral systemic progestogens.  It is my experience,
however, that if the patient wants her Mirena ‘out’, take it out!
Martin Puzey
Cape Town Medi-Clinic
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I want my Mirena out!
Table I. Indications for removal of Mirena
Indications N 
Dissatisfied patients
Dysfunctional uterine bleeding 10
In order to conceive 8
Abdominal pain 7
Ovarian cysts 7
Repeat Mirena insertion 5
Smelly discharge 5
Acne 4
Weight gain 3
Thrush 2
Mastalgia 2
Loss of libido 2
Bloating 1
Deep dyspareunia 1
‘Unnatural’ method 1
Psoriasis deterioration 1
Backache 1
Insomnia 1
Strings felt by partner 1
Depression 1
Amenorrhoea 1
Satisfied patients
In order to conceive 8
Repeat Mirena insertion 5
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English and mathematics and passes at credit level in
chemistry and biology and any other science subjects, e.g.
physics or mathematics or statistics at the end of year 2 in the
Faculty of Science or Faculty of Education (Science) at
Chancellor College, University of Malawi, or equivalent
qualifications approved by the College. 
In its efforts to reduce poverty in the country, the Malawi
government has proposed female empowerment through
education and the taking up of decision-making roles in all
sectors of society. Generally, in the health sector, doctors are de
facto leaders in the health care delivery services.
The number of female medical students and doctors
continues to rise in many countries such as North America and
Israel.4,5 This has important ramifications insofar as career
choice is concerned.6 A study by Lambert et al.7 reported that
women doctors in the UK were more likely to choose a career
in general practice than in other specialties. Cross-cultural
studies have also shown that women medical doctors show
more humanistic and personalised care.5 The recruitment of
female medical students is likely to be of interest to health
services planners. 
This study was undertaken to determine to what extent
women were being prepared to take up decision-making roles
as medical doctors. The study utilised official University of
Malawi records. The gender distribution of students, graduates
and faculty is presented in Tables I - III. 
Discussion
Medical training and the medical profession are essentially
male-dominated areas in Malawi. The reasons for such a
situation require further study. However, the entry
requirements for medical training, which include high
performance in science subjects, could be part of the reason, as
many girls do not choose these subjects at secondary school
level. The current situation could also be self-perpetuating in
that potential female students may lack female role models8 as
there are currently only a few women doctors.    
There is a need for follow-up work on this trend in medical
schools. When the current status should be aggressively
challenged should be a matter for consideration by medical
educationalists.    
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Table I. Enrolment status of medical students at the
University of Malawi College of Medicine, 2003
Males (as % of Females (as % of
total enrolment total enrolment 
Year of in that year of in that of year of
study study) study) Total
1 46 (68.7) 21 (31.3) 67
2 16 (55.2) 13 (44.8) 29
3 14 (93.3) 1 (6.7) 15
4 12 (66.7) 6 (33.3) 18
5 16 ( 80.0) 4 (20.0) 20
Total 104 ( 69.8) 45 (30.2) 149 (100.0)
Table II. Gender distribution of graduates at the University of
Malawi College of Medicine, 1992 - 2002
Males (% of Females (% of
Year of total for total for
graduation that year) that year) Total
1992 12 (92.3) 1 (7.7) 13
1993 17 (89.5) 2 (10.5) 19
1994 12 (60.0) 8 (40.0) 20
1995 14 (77.8) 4 (22.2) 18
1996 13 (86.7) 2 (13.3) 15
1997 9 (75.0) 3 (25.0) 12
1998 18 (90.0) 2 (10.0) 20
1999 13 (72.2) 5 (27.8) 18
2000 7 (43.8) 9 (56.2) 16
2001 13 (76.5) 4 (23.5) 17
2002 16 (94.1) 1 (5.9) 17
Total 144 (79.6) 41 (20.4) 181
Table III. Distribution of teaching staff according to gender
and grade at the University of Malawi College of Medicine
Female (as % Male (as % 
of total for of total for
that category) that category) Total
Associate professor 3 21 24
and professor (12.5) (87.5)
Senior lecturer 2 7 9
(22.2) (77.8)
Lecturer 1 15 16
(6.3) (93.7)
Assistant lecturer 1 20 21
(4.8) (95.2)
Staff associate 1 2 3
(33.3) (66.7)
Total 8 (11.0) 65 73
(89.0)
